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 PREFACE
, Although the offender population as a whole does not differ markedly
from the general population in terms of its psychiatric health it does
provide some special problems for the criminal justice system The police,
the lower courts and the prison system handle many clients who are
psychiatrically ill as well as criminal and many others whose primary
difficulties seem to be ones of social maladjustment or psychiatric disability
It is suggested from time to time that some groups of offenders, for
example the drunks and vagrants, could best be handled outside the
criminal justice system. However it does seem that they will continue to be
clients of the system for some time to come.
The courts, the prisons and the probation and parole services all call
on psychiatrists and psychiatric institutions to provide them with services of
various types.- The need for these services is admitted by all; but their
nature, extent and source is often a question for discussion. Different
countries, and indeed different Australian states, have tried a variety of
solutions with various departments accepting responsibility for providing
psychiatric services to the offender population or part of it. The scope and
aims of such services is also a vexed question and the stance adopted by
commentators may in part be decided by beliefs about the role of
psychiatric factors in the causation of crime and also by willingness, or
unwillingness to accept responsibilityfor the management of troublesome
individuals or groups of offenders
This collection of papers comes from a seminar entitled “Psychiatric
Services for the Penal System” held by the Institute of Criminology on
28th September, 1972. The seminar was designed in part to look at some
of the general problems in the provision of psychiatric services for offenders
but the main focus was to be on problems in New South Wales. The
seminar seems to have been a timely one as interest in the topic is high
and reviews of the present situation are being made by some of the
authorities directly concerned.
The first paper examines the general problems of the psychiatrist
working in the penal system, concentrating on those of perhaps special local
relevance.
Following papers present the viewpoints of persons directly concerned
with the provision of and the use of psychiatric services. Particular
difﬁculties are frankly discussed and useful suggestions are made for the
improvement and extension of services especially at the outpatient level.
The need for an outpatient assessment clinic for offenders is a recurring
theme.
In Selecting speakers for the seminar an attempt was made to balance
providers of services against the consumers of such services and this was
largely successful. The main imbalance, and it is an irnportant one, is that
the ultimate consumer of, the services, the offender, had no direct voice in
the proceedings. This was a regrettable but understandable omission
although one which probably saved some speakers at. least from
confrontation with some painful aspects of the realities of their
administrative and professional endeavours.
W. E. Lucas
 THE ‘PSYCI-IIATRIST AND THE PENAL SYSTEM
DR W. E. LUCAS
Consultant Psychiatrist, Faculty of Law, University of Sydney
When I suggested to the Advisory Committee of the Institute of,
Criminology that one of the seminars for 1972 should be on the subject of
the provision of psychiatric services to the penal system, I had several
things in mind. Firstly, I believed the time was appropriate for such a topic
to be raised because of developments, current and projected, in the
correctional system and because I though I had discerned in recent years an
increasing interest among my psychiatric colleagues in the problems of the
offender. Secondly, because the providers of psychiatric services do not
come from within the departments concerned with the functioning of the
penal system it seemed to me that a meeting, perhaps even a confrontation,
of the providers and the consumers of these services in the atmosphere of a
seminar might be useful to all parties. For a seminar of this type and this
size to be successful the speakers both from the platform and from the
ﬂoor must feel free to inform, question and challenge in a waythat is not
always possible in the day to day work situation where the usual channels
and formalities are expected to be used; Finally, I had selﬁsh reasons for
wanting this seminar to take place. As a consultant psychiatrist who is
active at several levels in the penal system I am interested in my
effectiveness, not to mention my comfort, in doing the best I can for .my
offender patients. However, I cannot do this in isolation as both my patient
and I are interacting with a system which we did not devise, do not always
completely understand but which at times we can influence though usually
only in minor ways and in not an entirely predictable fashion. A
psychiatrist cannot divorce himself entirely from his own or his patients’
circumstances and where these are unfavourable for the practice of his
profession and the welfare of his patients he should seek to examine and to
change them.
It is my hope that the members of this seminar will take the
opportunity to participate in the manner I have indicated that I think
appropriate. I can assure them that they will be listened to and that their
ideas and complaints will not fall on deaf ears.
My paper is to concentrate on a few aspects of psychiatric work with
offenders which are of particular interest to me. I hope to put forward
some of my thoughts and feelings as a psychiatrist whose clinical work is
almost entirely associated with various divisions of the penal system. My
'work is that of a consultant psychiatrist and I should emphasise that I do
regard myself very much as a consultant. I do not have to run a ward or
an institution and I have no administrative responsibilities. I perform a
variety of tasks for those who choose to consult me and of course have a
proper regard for their needs, special problems and the background of the
questions they set me. However, being the author of no policies and not
being obliged to, be a supporter or an apologist for any I have a certain
independence, which, because of the work I like doing and because of the
sort of person I am, I naturally cherish.
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But some of this independence is illusory. Intellectually I am
independent. Clinically I am independent until I want to achieve something
for a patient or get some form of assistance or co—operation to increase the
efficiency or comfort of my clinical activities. Then I am obliged to deal
with the penal system or with the state psychiatric services. The remainder
of this paper is about what I consider to be the most important problems
arising from these encounters at various levels. I will not refer a great deal
to the literature but most of what I have to say is supported by various
writers although not all would agree with my personal attitudes and the
compromises I make with the system.
That a psychiatrist who chooses to work in the penal system has to
make compromises of some sort in his relationship to his patients, his ethics
and his clinical aims and methods should be obvious to anyone who recalls
that a psychiatrist is first and foremost a doctor and thus has as a first
duty the promotion of the physical and mental well-being in his patients.
Perhaps because psychiatrists for so long have been involved in the
diagnosis, custody, control, and where possible the treatment of the deviant,
the insane and the dangerous some people lose sight of the psychiatrist’s
medical origins and obligations. It may be that this occurs especially when
the need to' control deviant or dangerous behaviour arises. In addition there
are the often discussed problems of confidentiality, the uses to which
psychiatric reports are put and the difficulties of initiating treatment in the
forensic setting. Bartholomew (1970) has discussed some of these problems
and cites Hakeem’s (1958) condemnation of psychiatry and especially of its
role in the courts and the correctional system. It is in fact a kind of
solution to the psychiatrist’s dilemmas in the penal setting.
“Psychiatric testimony should not be admissible in court
Furthermore, the courts and correctional agencies should not persist in
giving legal and ofﬁcial support and sanction to the almost universal
fallacy of considering psychiatrists to be experts on human behaviour,
motivation, personality, interpersonal relations, problems of
organisation, emotional reactions, crime and delinquency, and other
social problems and similar non-medical topics.”
This is clearly an extreme view. I only wish as a psychiatrist I felt
myself to be expert on all the abovementioned facets of human life and
knowledge. Nevertheless it seems certain that psychiatrists will become in
the future even more involved with the criminal courts and correctional
agencies. However, many observers, especially lawyers and psychiatrists, have
been disturbed by some aspects of relationship between psychiatry and the
penal system. We will take a brief look at the psychiatrist and~ his
relationship with the courts before going on to look at his even more
conflict-ridden relationship with the prison system. We will bear in mind
what was brieﬂy mentioned before about the psychiatrist’s medical duties
and the necessity for him to make certain compromises when dealing with a
patient in the criminal forensic setting.
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THE PSYCHIATRIST AND THE COURT
There is an enormous literature on the role of psychiatric testimony
in criminal matters. However most of this is concerned wi
th the
complexities of the determination of criminal responsibility which i
s of
academic interest only to most psychiatrists involved with offenders
. There
is considerable agreement that this subject has consumed far too muc
h time,
clinical and intellectual energy (Halleck, 1967) and printing m
aterials.
(Morris and Hawkins, 1970) for little result. I can only agree with
Halleck
(1967) that the whole issue has had a detrimental effect on psy
chiatric
involvement with offenders as a whole, has distracted attention fro
m more
important matters and that the McNaghten Rules controversy is leg
ally and
philOsophically irresolvable. Besides, if the Rules are honestly
applied
virtually nobody is that mad. In the United States at least,
the raising of
and the success of the insanity plea has unfortunate socio econo
mic and
racial correlates. There is a need for a thorough examination
of the
alternatives which have been suggested. I do not think this semi
nar Should
concern itself with this problem.
The issue of ﬁtness to plead is one which rightly involves the
psychiatrist but there are' two troubling points which need mention. The
ﬁrst is capable of being solved by simple education and that is t
hat
psychiatrists do not always appreciate what is meant by unﬁtness to pl
ead,
believing that a diagnosis of psychosis is sufﬁcient grounds for this ﬁnding
(McGarry, 1965). The other point concerns the disposal of the individual
who is unfit to plead. Surely it is not necessary for all who are unﬁt to
plead to remain in custody if lesser methods of treatment and supervision
would sufﬁce and public safety was not jeopardised. Many psychiatrists have
a reluctance to suggest an offender is unﬁt to plead after they weigh the
consequences of this ﬁnding against those of a conviction on a not
too
serious charge when the sentencing authority will be provided with a full
psychiatric report and possibly a pre-sentence report by the probation
service. There are enough horror stories on this theme in the literature to
support this reluctance. During the 1960’s one_hapless youth spent four
years in an English mental hospital as unﬁt to plead. Nobody, including the
alleged victim, her mother and the police believed him guilty. It is not
mis-stating the facts to say he was ﬁnally released by the Sunday papers
(Greenland, 1969/70).
The most comfortable task the psychiatrist has in the penal system i
s
providing pre-sentence reports for the courts. Regardless of who ret
ains him
he can feel often that he is fairly close to a normal doctor
/patient
relationship with the offender and that he can, within the limits of tru
thful
reporting and his ethical framework, attempt to do something for
the
offender’s welfare. There are.conﬂicts of course when he elicits
from a
trusting offender or his relatives highly damaging information which ma
y or
may not be relevant to the offence. If he believes the offender to be
dangerous, and by this I mean that he is likely in the future to
cause
irreparable damage to the life, limbs or psyche of a victim, then he
must
communicate this ﬁnding. Other cases are not so clear—cut and can
cause
the psychiatrist considerable conﬂict.
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There is no doubt that the psychiatrist enjoys a peculiarly high status
compared with others whose opinions are used to inﬂuence the sentencing
process. Other professionals and academics with an interest in abnormal and
anti-social behaviour are to my knowledge called on relatively infrequently
to report on offenders. Psychologists, crirninologists and sociologists would
surely have something to offer on many occasions. Psychologists do submit
reports on offenders but usually through or simply to psychiatrists.
Professors Morris and Hawkins have. yet to be called to support a defence ‘
of “being born in a slum” (Morris and Hawkins, 1970). Why do
psychiatrists enjoy this status, even if we do allow for some of Hakeem’s
complaints about it? Probably their medical background and ethics has
much to do with it as has their traditional association with the care and
treatment of the insane and the deviant. Also in suitable instances they can
take responsibility for the treatment or control of an individual or for
arranging this with another psychiatrist or institution. Their multidisciplinary
approach, half-baked though it may often be, and their focus on the
individual while not ignoring his social setting has some attraction to those
seeking help with sentencing. I am sure that there is much more than this
to the explanation of why a psychiatrist has such a status with the courts.
Let it not be thought that this status does not have its negative
aspects. The'negative side reveals a not inconsiderable suspicion about the
psychiatrist’s motives, methods and ideology. Also there are unrealistic
expectations of his powers of explanation, diagnosis, prognosis and of
effective therapeutic intervention in the life of the offender.
When, we might ask, is it appropriate to request this elevated but
suspect individual to provide a pre-sentence report? Nigel Walker (1969)-
discusses psychiatric testimony on sentencing matters in a very useful way
and suggests some instances where such assistance might be appropriate.
(i) The mature person who, after years of steady respectable living,
is unexpectedly detected in some ‘out of character’ offence, such
as embezzlement or assault; and, as an extreme case, any ﬁrst
offender over sixty years of age;
(ii) at the other extreme, the offender with a history of persistent
anti-social behaviour which fails to respond to ordinary
correctives;
(iii) the offender whose offences have an irrational quality about
them, especially if they follow a stereotyped pattern (for
example, the man who picks up and then assaults prostitutes, or
steals only women’s clothing);
(iv) the offender who commits serious violence against members of
his own family; ,
(v) most sexual offenders, apart from those who have simply had
intercourse with willing girls just under the age of consent;
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Oliver Briscoe (1966) in addressing magistrates in Sydney,
recommended that psychiatric reports were useful in the following instances:
(0
(ii)
(iii)
(iv)
(V)
any serious offence, or offence of a‘bizarre or motiveless nature;
any sexual problems;
physical or mental illness;
social problems (including offences within the home, social
deterioration, drug and alcohol abuse etc.)
miscellaneous reasons (including suspicion of psychiatric disorder,
assessment for psychiatric treatment etc.) '
I think these lists give a good coverage'of the types of cases where a"
psychiatrist may be able to help the sentencing authority. Regrettab
ly,
however he usually suffers one or more disadvantages when prepari
ng the
report. The list of basic requirements for the pr'eparation of an ad
equate
psychiatric pre—sentence report which follows scarcely needs comment:
enough time on remand should be allowed so that,
(a) the offender can be interviewed at length at least once;
(b) relatives can be seen if necessary;
(c) various‘agencies can be contacted for further information
to be gathered.
all possible information should be sent from the court;
the reason for referral should be stated and any speciﬁc
questions to be answered set out;
co-operation with the probation service should be arranged if
appropriate;
if the offender is remanded in custody 'the prison authorities
should supply any relevant information from past contact with
.the offender.
All too often none of these basic requirements is met. The offender
remanded but allowed at large in the community for a considerable period ‘
has a very deﬁnite advantage over his incarcerated bretheren as far as
obtaining an adequate and well-informed psychiatric report is concerned.
And those in custody may well need a much'more careful assessment than
is possible at present in the prison setting.
 8 The Psychiatrist and the Penal System
I do net wish to say much about my views on the type of report a
psychiatrist should write. To my mind it must detail the psychiatrist’s
contact‘ with the prisoner, his sources of information and then in a
descriptive section consider the offender, his background, health and so on,
and relate this where possible to the offence. After a‘consideration of
diagnosis,- prognosis and personality assessment he should make clear
recommendations to the court in the appropriate language. This in no way
means he is trying to usurp the sentencing functions of the court, as at
times has been suggested. Clear recommendations indicate what conclusions
the psychiatrist has drawn from his examination and suggest what weight he
places on psychiatric and therapeutic considerations in the particular case.
The court is 'free to draw on the descriptive section of the report, the
general findings, and reject the recommendations without implying the
whole exercise was a waste of time.
Psychiatrists as well as many others find the sentencing process and
the sentences imposed not infrequently mysterious. This is not to say they
are necessarily out of sympathy with those who sentence because they
realise that many factors must be taken into account and weighed one
against the other when sentencing and also that precious little science is
available to assist in the process. It should not be forgotten that even in
modern mediCines doctors‘at times must make important decisions about
the arrangement of patients ,who have little understood diseases which must
be treated by methods the final ‘value and dangers of which are not
established. The analogy with sentencing is obvious.
The involvement of the psychiatrist at the pre-sentence level is vital if
any type of psychiatric treatment is contemplated as a result of the court’s
decision. In addition the report submitted may assist in assessing the
offender’s suitability or otherwise for other types of disposal.‘ The problem
is how to increase the psychiatrist’s efficiency in investigating and reporting
and so maximise the relevance of his findings and recommendations.
Two things I should say before moving to the next section. One is‘ if
a man is sent to prison with the primary aim of having him treated for a
psychiatric disorder then he has been sadly misdirected. The second is,
ignoring psychiatric factors for the moment, that if a man, for the purposes
of reformation is given ’a longer sentence than .that necessary for
punishment or deterrence then he too has been badly done by. Prison as it
is at the moment, with very rare exceptions is not the, place for effective
psychiatric treatment or for reformation. The reasons for these remarks will
become clear in the next section. '
THE PSYCHIATRIST AND PRISON
I wish to treat this'matter in a fairly general way especially as a later
speaker will present a paper of more local signiﬁcance. Some of the
examples I use will come from my reading and others from personal
experience.
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.The psychiatrist fits uncomfortably into the penal system. If an
individual psychiatrist told me he did ﬁt comfortably I would be obliged to
think he was either thoroughly prisonised or that he spent his days
churning out reports in response to requisitions in some small room
oblivious to all around him. Prisonisation, using the term loosely, affects
not only prisoners. Medical and nursing staff have no absolute immunity to
it.
In prison a psychiatrist often feels both an alienist and an alien. He is
obliged to deal with the most deviant, dangerous and rejected of prisoners
and he does not fit into the inmate, staff or administrative subcultures. At
times each of these subcultures believes he has changed allegiance to one or
both of the others. A painful degree of professional isolation and ethical
conﬂict is not uncommon.
The prison psychiatrist may well ask himself “a few questions. What
are the aims of a penal system and especially of its custodial institutions?
Are these aims achieved? Can psychiatric treatment be effective in the
prison setting?
Walker (1969) in a chapter entitled “The Aims of a Penal System”
begins by explaining why philosophizing about the penal system is
distrusted: '
It is suspect for lawyers because they are conscious that if the
criminal law as a whole is 'the Cinderella of jurisprudence, then the
law of sentencing is Cinderella’s illegitimate baby. It is poison to
administrators because there is' nothing which splits legislators —
whether they are ministers, or members of either House — so much 'as
discussion of the aims of punishment; and it is hard enough to secure
parliamentary time for penal legislation without having to cope with
divided back-benches as well. It is disturbing for penal agents — by
which I mean the staffs of prisons, probation departments, and so
forth — who have to act upon the sentence of the court, because
they are already torn between their own instinctive reaction to, the
offender or his 'offence, their belief as to the intention of the court,
and the barrage of criticism to which they are subjected by penal
reformers. As for penal reformers, many are afraid that philosophizing
might complicate the simplicity of theirhumanitarianism. Finally, it is
also distrusted by penologists, who seem to regard discussion of penal
aims rather as doctors regard discussion of the ethics of euthanasia or
abortion — something that they ought not to think about while on
duty.
He goes on to philosophize in a lucid and useful manner and
concludes that economic reductivism, that .is the reduction of the frequency
of the types of behaviour prohibited by the criminal law by means limited
by economic and humanitarian considerations, is the most tenable penal
philosophy. The reduction of prohibited conduct, not retribution, must be
the main aim of a penal system. Many will agree with him, others will not,
preferring to emphasise retributive functions.
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Prison is seen as perfomring many functions in the penal system.
Those sentenced to prison can be considered punished, deterred, isolated for
the protection of the community, or reformed by the experience. In
addition more general effects can be considered to ﬂow from their
experience in that their offences will be denounced as unacceptable to the
community and that others will be deterred from similar conduct. But does
prison successfully perform these functions? Certainly prison punishes;
deterrence is one of the possible explanations why some 60% — 70% of the
ﬁrst timers do not return and it does isolate for a time. However there
seems to be no evidence that it reforms.
Cross (1971) in his Hamlyn lectures on the subject of penal reform in
England " reviews the evidence for the reformative powers of the prison
experience and states that penological pessimism is appropriate and should
be preached to counteract “the baneful myth that prison is reformative.”
At the present state of knowledge and practice he considers that there is no
justification for adding even one day to a prison sentence, above what is
needed for deterrence and the protection of the public, for the purpose of
reforming the offender. He believes that the idea that prison is reformative
probably has increased the length of sentences in the United Kingdom.
Hood and Sparkes (1970) have usefully reviewed the important studies on
this issue and support Cross‘ general view.
There have been many changes in penal systems here and elsewhere.
The fact that they have not been shown to reform offenders is not usually
expressed in official publications and statements by politicians and
administrators. This does not mean that these changes are without value in
other ways. Also some much vaunted improvements in penal legislation and
in institutions amount to no more than what Cross calls “gerrymandering
with words” and another observer labels “babelism” or semantic reform.
At this stage a few terms should be clariﬁed. Cross after some
consideration decides that prison reform includes both measures which aim
to rehabilitate the offender and those which are humanitarian in motivation
and effect. Some reformers tend to concentrate on one or the other of
these two groups.
Correctional treatment is very difﬁcult to deﬁne and Gibbons (1965)
gives a provisional definition with which he is not entirely satisﬁed:
“ therapy for correctional ‘clients’ consists of explicit
tactics or procedures deliberately undertaken to change those
conditions thought to be responsible for the violator’s misbehaviour.
Treatment implies some rationale or causal argument ”
Gibbons excludes humanitarian reforms and various
adjunct
programmes such as conjugal visits, education and so on from
this deﬁnition
regardless of their beneﬁts.
 The Psychiatrist and the Penal System
11
The word therapy should be regarded with
suspicion. It often only
means that a normal activity has been end
orsed by or supervised by a
professional person such as a psychiatrist
or social worker. At a recent
meeting of the University of Sydney Se
xual Freedom League “touch
therapy” was used to break down “barriers
against bodily contact” with
apparently satisfying results to all concerned (Union Recor
der).
The psychiatrist ﬁnds himself in an i
nstitutional system which
apparently does not reform its inmates and
where he will be lucky to find
programmes falling under the deﬁnition of
treatment, correctional or
psychiatric. He will see none of the featur
es of the therapeutic community
which has inﬂuenced to varying degrees th
e structure and function of most
psychiatric hospitals. In prison there has b
een no levelling of status, freeing
of communication, real relaxation
of the staff/inmate dichotomy,
democratisation of the power structure, d
evelopment of shared goals and
responsibility for individual and group action
s.
Prison is the antitherapeutic community
.
This is not 'to say that to be called an an
titherapeutic community a
prison must be brutal, consciously depriving
'and rigidly administered. This
label can just as well be placed on a we
ll administered open, quiet and
settled institution. Neither am I implying th
at all prisons should be or could
be run on the lines of the model of the ps
ychiatric therapeutic community.
I will say however that unless the more pe
rnicious aspects of prison life are
eliminated so that a state -of relative institu
tional asepsis is attained the
development of reformative programmes
and the psychiatric treatment of
those offenders who need it will be seri
ously jeopardised if not made in
some instances quite impossible.
In a very wise piece of writing on this sub
ject Halleck (1967) says
about the prison psychiatrist:
“Since he is a person dedicated to help
ing others, he is
dismayed to find himself part of a syste
m that is dedicated to the
inﬂiction of psychological pain. In fact, t
he prison environment is
almost diabolically conceived to force the offender
to experience the
pangs of what many psychiatrists would des
cribe as mental illness. A
brief look at the prison environment will i
ndicate that it contains the
most pernicious factors that are listed as c
auses of mental illness in
our psychiatric textbooks. ”
Halleck lists stresses of prison life which hav
e been cemented on in
part by Sykes (1958) and in the conte
xt of the total institution by
Goffman (1968). He places particular emphasi
s on the way the prison
environment squashesnormal responses inc
luding usual ways of expressing
aggression and makes it clear that muc
h prisoner behaviour which is
condemned by prison administrations is
a product of prison conditions.
Attempts to control this behaviour can res
ult in future trouble with the
prisoner as the ultimate loser.
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Despite all this the psychiatrist can do useful work in prison. But he
will experience times of great conﬂict when he feels he cannot serve the
inmate and the institution at the same time, when an inmate refuses needed
help or when he has to balance the long and short term interests of an
inmate wh0.is perhaps justiﬁably bucking the system.
For much of the time things are simpler for many prisoners will
voluntarily seek help and it may be possible to give it. At other times the
prison environment precludes treatment and this must be arranged after the
prisoner’s release.
One of the major problems for a psychiatrist working full or part-time
in prison is his relationship with the local and central prison
administrations. He must be aware that his goals are not necessarily theirs
and that his best therapeutically oriented reports and endeavours may be
perverted, consciously or not, to custodial ends. Psychiatric reports live on
in inmates’ ﬁles and may be misinterpreted or their recommendations
misapplied years later. In addition he should assiduously seek out the
reasons for all doubtful referrals as his opinions may at times be used to
justify actions with which he would normally not care to associate himself.
There are times when he feels he should be consulted and is not, for
example when one of his inmate patients is in serious disciplinary trouble.
Although he will ﬁnd this a revealing omission he may ﬁnd' it difﬁcult to
intervene.
It is important that the prison psychiatrist form a good working
relationship with the administration. His ﬁrst interest of course is to further
his ability to help his patients but he should also see himself in an advisory
and educative role and promote this bearing in mind the relevance and '
limitations of his experience and knowledge in the prison setting.
I believe I have said enough to illustrate in a general way the
psychiatrist’s problems in working within a prison system. Of course I have
not examined questions of the organisation of services, special clinical
problems or the details of the variety of services which can reasonably be
expected of a psychiatrist by prisons, associated psychiatric and correctional
agencies and by the prisoners.
At this point I should try to forestall three likely criticisms about
what I have said so far and what I intend to largely omit from this paper.
The ﬁrst criticism would be that I have written about conditions
found in some prisons only and that the problems do not occur in»
. signiﬁcant degree in other penal institutions. It may be said that prison
camps and other open or semi-open establishments are different and thatI
have ignored this. The following points constitute my reply:
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(i) most prisoners live in closed traditionally run prisons and all
prisoners spend at least the early part of their sentences in
them. In New South Wales, the 1970—71 _total daily average
population was 3,953, the closed prisons (I exclude Berrima
Training Centre to avoid argument) contributing 3,310 (or 84%)
to this ﬁgure. The ﬁgures for 1963—64 were 3,358 and 2,847
(or 85%).
(ii) the types of problems discussed may be dilute
d but not
necessarily absent from special and open institutions. At an
y rate
because of their geographical isolation and the fact that
they
contain selected prisoners the psychiatrist spends little
time
there.
(iii) in any prison, regardless of its type or function, there are prison
staff and prison'inmates and there is still the need for prison
functions to be performed. Unless a policy and a programme
designed to alter inmate and staff subcultures and their
interaction is instituted and pursued, then many of the
detrimental effects of prison will be present. Both the formal
and informal aspects of prison culture are important targets for
such a programme.
The second criticism which I expect is that I have not and do not,
intend to devote more than a few remarks to the psychiatrist’s relationship
with the non-institutional agencies of the correctional system. I could be
accused of undervaluing the probation and parole services. The simple
answer is that I do not. From the point of view of a psychiatrist they
are
excellent services to consult with and to provide with psychiatric services.
While there are problems in evaluating their, overall effectiveness
as
correctional agencies (Hood and Sparks, 1970) there is no doubting t
heir
usefulness as social work agencies equipped to deal with a wide variety
of
problems.
The principal, in fact only, comment I' wish to make is
that despite
special problems of a usually minor nature a forensic psy
chiatrist can work
quite comfortably with these services. This is because the
work is close to
normal psychiatric out—patient and consultant activities a
nd the welfare of
the patient can. be served with little conﬂict.
'
I do suspect that the services experience more difﬁculties with
psychiatrists and their institutions than vice versa.
The third criticism expected is that I have not dealt with psychiatric
institutions handling, ,at least on in-patient or out-patient basis, those
offenders referred by courts or the correctional system. This subject is
outside the scope of this paper but the concluding sections of the paper at
least allude to some of the most important problems in this area.
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THE PSYCHIATRIST AND SOCIAL CONTROL
Before concluding with some remarks about a suitable ethical basis for
the psychiatrist involved in the penal system I think by a few brief
remarks, some quotations and suggestions for further reading, I should quell
any fears that psychiatrists as a body wish to, or believe they are qualiﬁed
to, take over the correctional system or otherwise attempt the wholesale
reform or cure of the socially deviant. There is a growing literature to show
they do not and that the ostensibly therapeutic endeavours of some do not
meet with anything like universal approval. Also commentaries by lawyers
should give psychiatrists the feeling that someone is peering thoughtfully
over their shoulders much of the time. (For example, Kittrie, 1971;
Schreiber, 1970).
During the first three months of 1972, three editorials appeared'in
Australian journals examining the problematic involvement of psychiatrists in
various activities, therapeutic and otherwise. The editorials contained
important examples of the activities they were discussing, useful references
and cautionary remarks. It would seem from the editorial remarks that if
any psychiatrist or psychiatric institution in this country is afﬂicted by
what Szasz has called “furor therapeuticus” (it may be associated, though
not always, with “furor psychodiagnoticus”) the event will not escape
strong critical comment.
The three editorials deserve reading together as they are largely
complementary. Two (Leading Article, 1972; Editorial, 1972) are directly
relevant to the present paper. The other (Editorial Brief) is of more general
interest cautioning especially against psychiatrists becoming involved,
willingly or unwillingly, in matters “in which their professional expertise is
barely relevant, and in which they have little more to contribute than any
Other intelligent and well-informed citizen.”
Psychiatrists are now often willing to accept only part ownership of
what were previously considered primarily psychiatric problems by many
practitioners if not the whole profession. Examples are alcoholism, drug
abuse and homosexuality. Writing on alcoholism Szasz (1972) has recently
assured us energetically as always, that “bad habits are not diseases.”
Kittrie (1971), a professor of criminal law, writes on the theme of the
growth of what he calls the therapeutic state and the concomitant
divestment of the criminal law in the United States. What he says is of
, great interest to people concerned about techniques of social control,
perhaps especially about present and likely future sophisticated
developments in behaviour control and modiﬁcation. He proposes an
interesting ten-point “Therapeutic Bill of Rights.”
He also makes mention of social defence and the therapeutic state. I
think that the concept of social defence should not be allowed to creep
into our thinking and practice without very close examination indeed. As a
psychiatrist I see important problems and lawyers of the British tradition
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will see more. (See Walker, 1965, for deﬁnition, discussion and examp
les'of
measures in the British penal system which uncharacteristically have f
eatures
of social defence.)
AN ETHICAL FRAMEWORK FOR THE PSYCHIATRIST
IN THE PENAL SYSTEM
1 hope that this paper can be seen to have flowed logically if
hesitatingly to a conclusion where an ethical basis for the forensic
psychiatrist’s involvement with the penal system must be put forward by
the writer. Enough has already been said about the psychiatrist’s
relationship with the courts to exclude direct discussion of that here. I will
concentrate on the correctional setting.
Quite unashamedly I draw on the wisdom of Seymour Halleck With
brevity, frankness and force, he establishes the main points:
1. “The psychiatrist must be motivated by a treatment deﬁnition
which not only seeks the elimination of deviant behaviogr but
seeks to do so without increasing the long—term discomfo‘ft and
effectiveness of the individual. g
2. The psychiatrist must 'rigidly and scrupulously inform his
' patients as to the limits of his ability to serve individual
interests. The patient must never be deceived into behaving that
the actions of the psychiatric criminologist always have the same
individually oriented direction as that of most other physicians.
The ﬁrst condition implies that the treated offender 3 must
eventually reach a more favorable adaptatiOn than his previous
criminality had brought him. If the psychiatrist willingly participates
in a treatment process which leaves the criminal morec'onforming but
more miserable, he has moved so far away from traditional medical
practice as to be unethical. The only exception to this statement
would occur When the psychiatrist deals with a person who represents
a serious danger to the community. If the psychiatrist finds himself
participating in treatment situations in which better adaptations are
not possible and where the patient is not dangerous (a' situation which
not infrequently arises), he must either protest or get out.”
He further says that in an enlightened correctional system an
d by this
he means one in which punishment is not' the major issu
e and criminal
responsibility has been eliminated as a courtroom issue,
the psychiatrist
would have two functions. We may argue as to whether the
elimination of
responsibility is a necessary feature of such a system but th
is notion has -
been supported by many writers (see Morris and. Hawkin
s, 1970; Wootton,
1960). But Halleck’s two points have, I think, relevance in any
case.
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The psychiatrist would:
1. help to diagnose, treat and rehabilitate all classes of offender.
2. help to control dangerous offenders.
I believe that even in an imperfect penal system a psychiatrist can
achieve some of these aims and functions. He should not be too reluctant
to take advantage of .his status, and the fact that his mere presence on the
staff of a correctional agency adds a useful touch of respectability, to
influence administrative policy and correctional practice in appropriate ways.
By careful choice of role or roles he can often ﬁnd an ethical
compromise and perform useful services. For example consultants and
administrative psychiatrists work in different frameworks. The latter knows
his primary obligations are ,to his superiors and to society. What is
important is that the psychiatrist appreciates the obligations, advantages and
pitfalls of the role he chooses and confronts them honestly.
Finally, I believe that the psychiatrist must have a commitment to
penal reform although this need not necessarily bepublicly expressed. There
is much that can be done both ,from within the system and through
associated services including general psychiatric ones.
The concluding paragraph I leave to Wasserstrom (1964) who is
commenting on the hazards of modern treatment methods and possible
solutions to the problems they create:
“Treatments, no less than punishments, are capable of giving rise
to serious moral problems. If for instance, a person can be treated
effectively only by performing a prefrontal lobotomy or by altering in
some other more sophisticated fashion his basic personality or
identity, it might well be that punishment would have the virtue (and
it is no small one) of leaving the individual intact. Imprisonment may
be a poor way to induce a person to behave differently in the future,
but imprisonment may, nonetheless, permit him to remain the same
person throughout. In short, treatments as well as punishments may
involve serious interferences with the most signiﬁcant moral claims an
individual can assert. Like punishments, treatments of the type
contemplated will doubtless be imposed without the actor’s consent.
The substitution of treatment for punishment could never, therefore,
absolve us from involvement in that difficult but inavoidable task of
assessing and resolving the competing claims of society and the
individual.
“ . .. certain treatments might be deemed impermissible for the
same reasons that some punishments are presently prescribed. Modes
of undesirable but untreatable behaviour might be tolerated just
because the alternatives were less desirable still. ”
 The Psychiatrist and the Penal System
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THE POLICY OF THE DEPARTMENT OF CORRECTIVE SERVICES
W. McGeechan
Commissioner of Corrective Services
New South Wales
It may be that the title' for this seminar could more perfectly be
described as ‘Psychiatric Services for Social Defence.’
The inherent tendency of the community at large is to look
with
seemingly morbid interest to the captive penal areas of the defenc
e proper,
rather than to look with appropriate detachment and objectivit
y to the
areas of supervised liberty, detention and conditional liberty as
a whole
function designed to achieve rather than destruct.
By way of policy related to the theme of this seminar, the
Department of Corrective Services is oriented and functionally motiv
ated in
a contemporary social defence plan with particular emphasis on di
agnostic
techniques aimed at the identification and, ideally, the ultimate
prevention
of causes for serious crime; .ancillary with this expr
ession is the
establishment of the ﬁrst principles needed for scientiﬁc devel
opment in
what has been a neglected study area..
The aims of this expressed policy clearly contrast with those
of earlier
penological concepts focussing, as they did, on retribution with
a strong
element of emphasis on physical punishment expressed in d
enial and
symbolic rigour.
The stated aims will be achieved through constantly
refined
programmes and many separate areas of expertise, with their a
ccompanying
contribution and challenge, will need to add to the successful p
ursuit of the
ideals and aims of the Service.
Contemporarily, one of the recognised essential areas of experti
se is
that of psychiatry, that is, both in the capacity of the curative a
gency as
well as a diagnostic and predictive agency.
In the operational areas of Corrective Services there is a demonstr
able
need for the psychiatrist and both his scientiﬁc and artistic talents
.
The most vexing and tantalizing questions have yet to be ask
ed and it
may well be that future historians will take a quite different
view on the
existing use of psychiatry and criticise errors obvious to the
m, presently
perpetuated and encouraged in what is a relatively new are
a of human
endeavour, that is, as far as criminology and penology are conce
rned.
Both from my personal and ofﬁcial standpoint, psychiatry i
s, in
principle, as essential part of the crirne control and crime
prevention
formula and, to my mind, warrants both recognition and the lu
xury of the-
time element to properly demonstrate its value.
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PSYCHIATRIC SERVICES IN. RELATION TO PAROLE
John McDowell
Parole Ofﬁcer
Despite what has appeared in print on the- programme opposite my
name, I was asked to prepare a paper on psychiatric services as the Parole
Ofﬁcer ﬁnds them in the course of his work, and that is what I have
endeavoured to do. When I came to plan the paper, I had intended to
comment brieﬂy on the role of both the psychiatrist and the parole officer
in the correctional setting, and go on to discuss the purpose and nature of
the contact between them. I had supposed that the deﬁnition of the role of
the psychiatrist could be taken as read and that of the parole ofﬁcer could
be brieﬂy and clearly stated. However, I soon discovered that such
suppositions are unfounded. The description of the psychiatrist as a medical
practitioner specialising in the treatment of mental illness, which I had
thought was generally accepted, seems to me to be a deﬁcient and
inaccurate description of the role of the psychiatrist as his services are
currently employed in the correctional field in New South Wales and
particularly in the penal institution. I trust that before the seminar is
concluded we shall hear from the psychiatrists present on how they view
their own role in this setting, but there appears to me to be a big
discrepancy between the services of a practitioner based on the traditional
medical model, and the expectations of the profession made by the
Department of Corrective Services as well as by the judiciary and the
general public. I raise this question here because before I can discuss the
relationships between the psychiatrist and the parole ofﬁcer, I have to know
who it is I am to relate to as far as role and function are concerned.
However, when the psychiatrist in the penal institution asks the same
questions about the role of the parole ofﬁcer, he _is faced with an even
greater confusion of roles and lack of prescription. The situation was still
confused when, up until this year, the psychiatrist would at least have
known (or would he?) that the parole ofﬁcer was a qualiﬁed (or qualifying)
social worker. Even then, I doubt if it would have been clear to him
whether the social worker was in the institution as a cotherapist and the
established relationship between social worker and psychiatrist which prevails
in other Settings where they work together was appropriate. Or would he
gain the impression that the social worker was there for a quite different
purpose, namely, to assess the suitability of prisoners for release on
conditional liberty for the benefit of the releasing authority, in which case
his contact with the parole ofﬁcer would be conﬁned to assisting the latter.
with his assessment. What happened, in fact, and still happens, is that the
role of the parole ofﬁcer cum social worker was deﬁned by the individuals
on both sides according to their personal preferences and methods'of
working. We have had psychiatrists holding regular case discussions with
social workers, but this has been at their own initiative and in doing so
they have deﬁned the role of the parole officer to suit their own needs. In
the same way, we have had individual social workers working alongside
psychiatrists and establishing a regular working relationship with them as a
team. But again, this has arisen out of their individual interest in working
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this way, and not out of the role as defined for the position of parole
ofﬁcer by the Department. This problem for the psychiatrist of drawing up
his own expectations of the role of the parole ofﬁcer has recently been
made more difﬁcult now that the intake qualiﬁcations for appointment as
parole ofﬁcer have been altered to include other graduates in the social or
behavioural sciences who may or may not be trained in a professio
nal
practice skill. Such a change seems to me to have important implicatio
ns
for the role of parole ofﬁcer, which the Department and the parole ofﬁcers
themselves are far from clear about, and which makes it doubly difficult for
people like psychiatrists and others working with parole officers to know
what is a parole ofﬁcer with whom they are expected to co-operate and
what is the basis of this cooperation.
In the light of these considerations, it seems to me that there is a
pressing need for an overall reappraisal of the roles of the various so-called
helping professions working in the correctional institutions, and of the
relationships between them. And here I must involve the psychologist also. I
would anticipate that such a study might well point to the need for a new
alignment of responsibilities among those working with a prison population,
most of whom are not mentally ill but socially deviant. With tho
se
prisoners for whom treatment on a medical model is deemed to
be
appropriate, perhaps the model of mental injury rather than mental disea
se
is often its most appropriate form. I am thinking here of the many
prisoners whose diagnoses are described by such terms as character disord
er
or personality disorder. For the rest, a functional model would seem to
be
more appropriate as a basis for understanding their condition and treati
ng
it. If some such differentiation as this is accepted, the present practice, as
I
have observed it, of“having psychiatrists busy attending to all comers, whi
le
the psychologist is working away at his psychometrics, and the
parole
ofﬁcer is__l_argely conﬁned to preparing pre-release reports on eligib
le
prisoners whom he. .only sees effectively as their non-parole period
expiry
date approaches, ,and each one of these three working mainly in isolati
on
from the other two, appears to me to be a poor use of professiona
l
resources. And, what is more important, it appears to be selling shor
t the
consumer, i.e. the prisoner and the community, in terms of what shou
ld be
the primary service offered by all three, that is, treatment. Wi
thout
attempting -to draw-up a blueprint of what might be, the inves
tigation of.
the team approach, so well established in other settin
gs where these
professions practice together and already followed in
penal institutions
elsewhere, might well prove a proﬁtable exercise in New South
Wales.
To turn now to the other area of a parole ofﬁcer’s work, that o
f the
supervision of those released under conditional liberty, I wish to com
ment
on only two aspects; the implementation of Special conditions o
f release
involving, psychiatric treatment and in-patient treatment for parol
ees. The
special clauses which are additional to the standard conditions of re
lease are
applied in two situations. The ﬁrst is in the case of those prisoners wh
o, it
is considered, present some potential danger to the community —- typ
ically
life sentence prisoners and others convicted of violent crimes against t
he
person, as well as many Governor’s Pleasure prisoners unconvicted o
n the
grounds of mental illness. Such prisoners have invariably had previo
us
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contact with psychiatry and provision is usually made for future psychiatric
treatment. The second group of prisoners whose release papers often carry a
clause referring to post-release psychiatric treatment are those who, for
some reason other than the one just dealt with, i.e. danger to the
community, have during their imprisonment been referred to a psychiatrist
and in whom it is considered there is the possibility of future breakdown in
their mental health.
These clauses take two forms in the main. They may state that the
parolee must undergo psychiatric treatment on release, in which case the
supervising parole ofﬁcer makes arrangements for this. Often this treatment
takes the form of a regular psychiatric surveillance in the case of the
parolee constituting a potential risk to the community but currently making
satisfactory progress. More commonly, the clause states that the parolee
shall submit to such psychiatric treatment as may be directed by the parole
ofﬁcer and this may never be invoked. But when either type of clause 'is
acted upon, we are in the area of compulsory treatment, and the parolee’s
reactions to this vary. Some know the clause will be on their release papers,
or expect it Will, and are quite happy about it. Sometimes they will request
that treatment be continued with the full-time psychiatrist at Long Bay,
and this has to be refused because he has no facilities for seeing patients
after release and probably no time either. Similarly, it is not always possible
to arrange follow-up contact with the visiting psychiatrist and so in both
cases we have a problem of continuity. Sometimes the parolee may be
hostile ,to presenting himself for treatment. In some 'of these cases he had
not expected his papers to contain the condition, and in others he knew
there would be such a clause and expressed no hostility to the idea until
after release, when he underwent a change of heart and reacted negatively.
Where there is hostility, for whatever reason, the parole officer is called
upon to help him deal with it, often by interpreting the reasons for the
compulsory treatment to the subject. Sometimes the unwilling patient will
raise the question of who pays for compulsory treatment, which is a nice
point.
On a few occasions, the referral will be made to a psychiatrist in
private practice. This would be at the request of the parolee and in the
interests of continuity. But in the majority of cases the referral is to a
State psychiatric service. In commenting on this, I want to adopt the
approach employed by the consumer organisations and say something about
what we ﬁnd “on the ground” as it‘ were, when we plug into the State.
provision. Firstly, where one of the new regional community health centres
is available, this has proved in my experience to be a preferred setting. 'As
well as the advantage of being local, it is much more acceptable to the
parolee, especially the hostile one, than the larger psychiatric centres, and
symbolises in a positive way the parolee’s move from the prison to the
community, and not to another institution cut off from the community to
which he has been returned and which he faces with a whole constellation
of expectations. These centres are good examples of the practice of an
interdisciplinary team to which I referred earlier. '
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Finally, I want to say a few things about the response the parole
ofﬁcer gets when trying to arrange admission for a‘ parolee to a State
psychiatric hospital. This he would do under a variety of circumstances. If
the situation which precipitates the request for admission bears no obvious
relationship to the fact that the subject is a former prisoner, then the
request will be handled in the usual way, and the parolee’s criminal record
will be accepted as just a part of his social history. But if the request for
admission arises directly out of his criminal deviance, then several reactions
may be encountered.
The circumstances which prompt a request of this kind for inpatient
treatment would include immediate post-release domicile for the long-term,
highly institutionalised prisoner, especially where there is a history of
mental illness indicating a potential risk to the community. Or it may be '
the parolee seeking treatment for a compulsive-type condition which brings
him into conﬂict with the law and who is suffering an acute episode
indicating, in the view of the parole ofﬁcer, temporary removal from the
community. The reactions of admissions centre staff to this type of request
are, as I said, varied, but the interesting thing to me is that the response
appears to depend on the fancy of the Superintendent or team leader,
rather than on any policy of differentiation between institutions. Maybe
there is a policy covering this, on paper which does not appear in practice,
which would not surprise anybody here I’m sure. But it does mean that
one has to shop around until one finds a psychiatrist in a State hospital
who happens to be interested in the problem and sees his institution as
catering for it. Until one makes this ﬁnd, one could be forgiven for
believing that there was a policy of refusing admission for as long as
possible by the artful application of rules, and regulations, which appears to
the consumer to operate like a competition with a prize for the hospital or
Ward with the greatest number of successful refusals.
Psychiatrists in a hospital will often meet a request for admission of a
parolee with questions like, “Is this a psychiatric problem or a social
problem?” or words to that effect, which brings us right back to the issue I
raised at the beginning of this paper but in a different form. Now the
question is — who are psychiatric hospitals for, the mentally ill only, or
also the socially deviant? The examples I gave above where admission would
be sought by a parole ofﬁcer would probably qualify for the former, but
there are other groups of people who would not, but who frequently could
beneﬁt from a stay in a therapeutic institution. There are those for whom
the appropriate treatment would seem to be a long term programme of
resocialisation. But it is very difﬁcult to obtain admission to a psychiatric
centre on a voluntary basis for this purpose as part of a treatment plan, if
there are no previous admissions and/or no present crisis. Then there is that
wide group of people, and I think every parole ofﬁcer has at least one in
his case load, who for various reasons just cannot cope for any length. of
time in our society. Some would come under the categories of character ,
disorders or personality disorders referred to earlier. Others may be suffering
from a more deﬁnable condition such as brain damage or disfunction. In
our society, where the values of achievement and independence are so
highly rated, these are the people who are confronted every day with what
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our society regards as their failures. The response of many of them is to
engage in behaviour which brings them into conﬂict with the law. Here at
least they can achieve, if only in a manner which is not socially acceptable.
 
At the same time as the psychiatric hospitals are engaged in a
vigorous policy of reducing the numbers in their, chronic wards, we find a
significant number of people under our supervision who require, and
apparently will always require, a kind of sheltered and supervised domicile
not unlike the old chronic ward provided for its inmates,_ at least in
concept if not in physical expression. I suggest that our society, if it insists
on holding fast to the values I referred to, must make better provision for
those not sufficiently endowed to cope with its competitiveness in the
market place and who by its standards will always fail.
Whether this is a responsibility which belongs to the Health
Department I shall leave for the administrators to debate, but [believe it is
a serious gap in our present provision.
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PSYCHIATRIC REPORTING IN A SUMMARY SETTING
.l. E. Fowler, S.M.
It is trite to say that the changed, and one_ hopes improved,
philosophy and output of the summary courts of metropolitan Sydney and
the larger regional centres over the last half decade or so is due in no small
part to the intervention and assistance of forensic psychiatry.
Since the early beginnings of the psychiatric services to the courts of
New South Wales when there were only one or two psychiatrists available
on ‘a consultant basis to the prison medical service there has been a
considerable expansion of those services both in personnel and in the scbpe
of this work.
No longer is the psychiatrist called on to report only in those cases
where there may be an issue of the defendant’s ﬁtness to plead or when a
defence of insanity is raised. Greater knowledge of the scope of learning in
the ﬁeld of psychiatry and more experience by the courts of the assistance
of psychiatric reports have caused the courts to recognise that the expertise
of psychiatry is an important ancillary in the discharge of their duties.
There has been an excellent interdisciplinary relationship created
between psychiatrists and magistrates over the past few years. Psychiatrists
have made visits to the courts and have sat with some of us on our
benches. We, the magistrates, in turn have had the opportunity of seeing
psychiatrists demonstrate their skills. Many of us have also had the beneﬁt
of pursuing the course of studies leading to the diploma in criminology and
studying within the framework of that course some aspects of forensic
psychiatry. In addition we have, at the annual conference of the stipendiary
magistrates, had the opportunity of hearing papers delivered by both Dr 0.
V. Briscoe and Dr W. E. Lucas. The overall result of all these contacts has
been a'greater understanding of our mutual problems. One is hopeful that
this relationship will continue and ﬂourish despite the passingof many of
the original instigators of these dialogues.
At the present time we who sit in the courts of petty sessions have
readily available to us the professional services of psychiatrists working
within the correctional system. A psychiatric report can be obtained within
fourteen days if an offender is remanded in custody. As far as it goes this
is an excellent service. However there is no doubt that there is a pressing
need for an expansion- of services supplying psychiatric reports to the courts
to deal with those offenders that the courts feel should not be kept in
custody for this purpose.
The work of Dr Lucas and the clinic supported by the Institute of
Criminology deserves special mention in the ﬁeld of supplying reports to
the courts in respect of persons who are released on bail. Valuable help
both for the courts and the offenders themselves has come from this source
in respect of all types of offenders but particularly of recent times in
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respect of people stealing from retail stores or, as we more commonly refer
to them, shoplifters. Dr Lucas has displayed special interest in this ﬁeld. It
is an area in which our knowledge of probable causes and the beneﬁts or
otherwise of the various methods available to courts for dealing with the
problem can proﬁtably be expanded.
At present there are quite a number of people who have means of
seeking the services of a psychiatrist in private practice on being charged
before a court. While I have no wish to criticise the professional ability of
psychiatrists in private practice it is not the most satisfactory arrangement.
It is apparent from the reports that one sees from time to time emanating
from these sources that the requirements of reports for courts is well
understood by many but perhaps the forensic aspects of psychiatry are less
well understood by others.
The clinic conducted by Dr Lucas is the only source from which the
courts can obtain reports in respect of indigent persons in an extra-custodial
situation at present. It should not be too hard for anyone to envisage that
there are many cases that come before the court in which a psychiatric
report would be of beneﬁt. Not all cases are such as to require that the
defendant be irnmured while the report is obtained. In cases demanding a
report, if the defendant has no means wherewith to avail himself of the
services of the private practising psychiatrist then it is quite apparent that
the court has to take one of the three courses available to it. These are:
(1) Release the defendant on bail until he can be seen by Dr Lucas.
(2) Keep him in custody to have the report done.
(3) Do without the report.
As for the first solution, there are certain disadvantages, namely, Dr
Lucas is only able to see referred persons on a limited time basis. As far as
I am aware he has only one day a week available for this. It is clear that
because of this we cannot refer too many people to him as we would ﬁnd
ourselves ,in the position of having to wait a‘ very long time for
appointments to be made for them to be seen. Many of these cases in
which psychiatric reports are sought are urgent. In any event, the efficient
administration of justice requires that there should be no unnecessary delays
in dealing with the people who come before the courts. “Justice delayed is
justice denied” is an old principle.
With respect to the second of these choices.there could and often
does arise a serious conﬂict between the beneﬁt that is to be obtained for
all by the supply of the report and the holding of a person in custody,
especially in those cases where from all indications the imposition of a term
of imprisonment is remote.
The third choice is no choice at all. Doing without a report in a case
where it may be of assistance has no real justiﬁcation except as a means of
avoiding the evils of long delay or irnmurement without real justiﬁcation.
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The inescapable conclusion that one .must come to is the decided need
for a clinic in an open situation operating full time- to carry our assessments
and supply reports to the courts. Such a clinic would need to be well
staffed and able to supply reports with as little delay as is presently the
situation Within the corrective system. It will. almost inevitably be said that
money and personnel to staff such a clinic would not be readily available.
As for the cost, I think that there could be a good argument developed
that the cost of keeping a person in a corrective institution for a period of
fourteen days while the assessment is carried out would certainly go far
towards the cost of running a clinic as envisaged. As for personnel, I am
certain that the opportunity to work in such a situation would produce
people willing to take it on.
It seems not untimely for me to remind you of the number of cases
which come before the summary courts before I pass on. Remember
everything criminal comes'to the magistrate’s door. The statistics from the
Commonwealth and State year book show that in 1968 in the whole of the
Commonwealth there were heard in magistrates’ courts 1,024,728 cases, in
N.S.W. 337,530 in which 290,616 convictions were made; of which ﬁgure
the Government Statistician describes 37,367 as having been for serious
offences. A sizeable proportion of these would no doubt have been cases in
which a psychiatric report would or could have been sought with beneﬁt.
To my mind the most important benefit provided to the summary
court by psychiatric reports is in the area of pre-sentence. Sentencing was
once described by Lord Kilbrandon, chairman cf the Scottish Law
Commission, as “one of the most painful and unrewarding of the functions
of the judge.” One would be loath to disagree with such an eminent
personage; however I would say that it can be, and indeed is, made less so
with the help of psychiatrists and probation officers. The problem that
presents in any case is the assessment of the offender and the arrival at a
prognosis so as to determine how to arrive at a programme to be accented
as punitive and reforrnative or remedial and rehabilitative.
There was a period some five to seven years ago when there was a
great deal of pressure from psychiatrists who put the view that they felt
that the sentencing of offenders belonged to them rather than to the court.
So well did they advertise their wares that there appeared to be a not
unreal danger of courts being overwhelmed by this pressure and abdicating
their proper functions and duty in this regard. In 1966 the Ministers and
permanent heads of the Public Health and Justice Departments arranged a
seminar for magistrates, psychiatrists and medical officers. From this
meeting there resulted mutual enlightenment concerning the difﬁculties
confronting each discipline and what each might reasonably hope for from
the other. Today as a result of continued meetings between various
members of the different disciplines such as this there exists a greater
understanding between us all and psychiatric reports are now sought and
given and, I may add, acted upon, without any remainder of
interdisciplinary rivalry, which no doubt existed.
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I do not feel that it is out of place to quote a passage from an
article by Charles E. Smith M.D., of' the Department of Psychiatry, School
of Medicine, University of North Carolina on “Recognising and Sentencing
the Exceptional and Dangerous Offender,” (a subject to which I will return
later). He says, “It is quite signiﬁcant that the Law’s interest and concern
with the mentally ill antedates by many centuries any development which
can be identified as clinical psychiatry as we know it today. Consider for a
moment that there are, in the Anglo Saxon common law, decisions relating
to “madness” which go back to the thirteenth century, while clinical
descriptive psychiatry as we know it today had its beginnings less than 150
years ago. Certainly this should lay to rest any feelings that psychiatry has
any claims to originality in this ﬁeld.”
Having stated the importance of psychiatric reports in the areas of
pre-sentence I think it is appropriate now to illustrate their application in
some areas.
The area that most readily comes to mind is drug addiction. No one
would diSpute that this is a cause of considerable concern to many in our
community, and indeed the whole world. Very many of the cases that
come before the courts give an indication of a long association with or
strong dependence on drugs. As I indicated previously, arrival at a
programme either as punitive. and reforrnative or remedial and rehabilitative
is the problem.
It may not be known by all present that the broad spectrum of
penalty provided by the legislature for summary courts dealing with these
offenders ranges from an absolute discharge through to a-gaol sentence of
two years. The variables available within this range are many and it can be
easily seen that the ultimate disposition of any offender within this scheme
is a matter of grave concern for the sentencer. For myself it would seem to
be imprudent in any serious offence within this area to even begin to think
about a penalty without the assistance of a psychiatric report. In the more
serious cases I would even go -so far as to say that a psychiatric report is a
“sine qua non” before proceeding to sentence.
I would like to illustrate here, from a case that I had before me
recently, how a psychiatric report can assist. It concerned a young man of
nineteen years. He came from a lower middle class family in the eastern
suburbs. He was educated to higher school certiﬁcate standard. He was the
eldest in the family of three or four. The mother had died about twelve
months prior. His relations with his father were excellent. He had been
before the court about eighteen months before on 'a charge of using one of
the harder drugs. He was on that occasion given a suspended sentence and
one of the conditions was that he not frequent the Kings Cross area. He
came before me on a charge of having marihuana in his possession .and
smoking the same substance having been arrested in the Kings Cross area.
I was told that just prior to his arrest his father had been taken
seriously ill and had been hospitalised for about a month. During this time
he was responsible for the care of his younger brothers and sisters and was  
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involved with visiting his father on just about every evening. From what he
told me himself it appeared that the pressures of the situation had become
too much to cope with, unsupported as he was, and he went to Kings
Cross to see some of the friends with whom he had been associating at the
time of the previous charge. During this visit the circumstances of the
present charge arose when he was offered, accepted and smoked some of
the marihuana. I was faced with the problem of dealing with him not only
on these charges but also in the light of the suspended sentence. The
situation in the home did not make the obtaining of a report within the
corrective system desirable. Fortunately there was with the previous court
papers a very comprehensive psychiatric report. From what I learnt there 1
was able to let him return to the home situation while I further considered
the matter. A report from the boy’s probation officer was called for and l
was able to come to the conclusion that the case was one which I could
deal with by way of a fine, recommending no action on the previous
recognizance.
This case highlighted for me the great assistance available from having
the psychiatric report. Incidentally it also pointed up again the need for
some kind of extramural diagnostic centre for if that report had not been
previously obtained I would indeed have been in a dilemma.
I do not intend to further labour the importance of psychiatric
reporting in the drug situation. It is a situation that is dynamic and upon
which we, cannot turn our backs. Nevertheless we must beware not to
exaggerate its significance.
Apart from drug abuses there are many areas in which psychiatric
reports prove of great assistance. The first that comes to mind is sexual
offences.
This is an area in which psychiatric reports were more freely available
for a long time before the expansion of the reporting system within the
correctional system. Private psychiatrists were often called on by wealthy
defendants to supply the court with a report in cases in which they had
been charged with one of these offences. No doubt this was done in the
hope that the court would take a more lenient attitude with the defendant.
Popular ideas of psychiatry, even up until fairly recent times seemed to
ascribe to psychiatrists in respect of sexual matters all kinds of wonderful
powers of diagnosis and treatment. I can clearly remember the time when it
was a usual condition to any bond that was given to a person charged with
a sexual offence that that person should seek psychiatric advice and
treatment if necessary. Rather than looking for cures, as this attitude would
seem to envisage, I think that the more recent approach of the courts in
requesting psychiatric reports in this area, has been to seek the opinion of
the psychiatrist as to the probable response to a course of treatment, if
such is applicable to the case in point, together with an opinion as to the
likelihood of danger to other persons in the community from the offender.
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Other circumstances are where there is an‘ apparently motiveless
offence or one of a bizarre nature. How often does a magistrate hear the
answer when trying to discover a motive for an apparently motiveless crime
that it was committed “for kicks.” I think it would be easy to throw one’s
hands in the air and despair at such an answer. Many times I have no
doubt that the answer indicates a complete lack of any social or moral
conscience on the part of the defendant. I feel however, that there are
other cases where it is just a glib answer that many use to cover up a lack
of knowledge in themselves as to why they have done certain things and I
have no doubt that a psychiatric investigation can prove helpful.
The offence of a bizarre nature is interesting. I am reminded of one
which I saw recently. A married man of middle age, of European origin, a
skilled tradesman, was found at 2 am. wandering the streets with a plastic
garbage can in his possession in which he had a collection of grass and
leaves. On being spoken to and asked for an explanation of his behaviour
he said that he was conducting an experiment. Inquiries revealed that the
garbage can was not his. He came before the court charged with goods in
custody. It was alleged in the facts that the defendant at the time of his
arrest also had in his possession a jar containing what appeared to be
semen. I called for a psychiatric report when the defendant could give me
no other explanation than that previously given and when a few questions
from me seemed to indicate that the defendant was disoriented as to time
and place. The history that the psychiatrist was able to obtain indicated
that he had marital problems but the report indicated nothing further as a
cause of his behaviour.
I must say that in view of what I had seen and heard I was a little
reluctant to leave the matter there. A probation officer had obtained
employment for the defendant at his trade on a trial period. This did not
succeed and after some further indications of a deep-seated disturbance the
defendant was seen by another psychiatrist and was admitted to an
Admission Centre. As far as I can recall he was diagnosed as schizophrenic.
There are other cases which come before the court in which a person
indicates by his behaviour that there may be something wrong with him.
Calling for a psychiatric report has proved to be of assistance many times
in such cases. This is not always because some mental illness has been
discovered. Indeed just the opposite. I suppose the psychiatrist may_ feel
that calling for a report is a waste of his time in circumstances such as this,
but I can assure him that such is not the case because as far as the court is
concerned such a finding can be of greatassistance in the discharge of the
court’s duty.
I would now like to pass from the areas in which the assistance of
the psychiatrist has been already so freely given to a problem which is
affecting the whole world today and one in which I feel sure great
assistance could be given by psychiatrists to the courts. The problem is
what I see as a twin problem to that of the violent and dangerous offender.
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It would be banal for me to point out that there is a rising rate of
violence throughout the whole of civilization today particularly, as we are
aware of, in the areas of western civilization. Violence is evident on all
levels. We hear of murders, rapes and assaults from every part of the globe
at every moment of the day. It is expressed in bombings in Belfast,
hijacking of aircraft everywhere, murder in Munich and now within the past
few days, bombings in Sydney.
In the United States the position has been reached in some, if not
most, larger urban areas where ordinary citizens are afraid to leave their
homes at night. Even in their home, that place of his wherein every
ordinary man once thought he had an unassailable castle of which he was
king, it would appear that men are not completely safe from attack.
In the Nobel prize address that he was not allowed to give, Alexander
Solzhenitsyn said that “violence, less and less embarrassed by the limits
imposed by centuries of lawfulness is brazenly and Victoriously striding
across the whole world.”
I would ask the psychiatrist this: “Can you help us understand this
problem? Of what is this element of violence indicative? Is it an expression
of that type of freedom, licence I would call it, that is claimed by so many
peOple today, the right to do as each one wishes regardless of the rights of
others. Does this arise because the type of society that we have created
today is one that is criminogenitive or is it because people no longer
exercise any control over that natural human aggression which is part of us
all?”
To quote Colin Sheppard, Lecturer, Centre of Criminology, Ottawa,
Ontario, Canada: “No criminal acts cause more concern to society than
crimes which kill or seriously injure some of its members. Consequently the
perpetrators of such 'acts .— violent offenders — are under constant scrutiny.
Many people regard them with continuing fear, believing their extermination
is the only safeguard to future public safety. Others, however, are more
optimistic and .perceive the violent offender as a salvageable human being.”
There is, I would suggest, in all of this a very large area for
investigation and research by psychiatrists. I venture to predict that violence
in one form or another will be the cause of many more persons coming
before the courts in the years ahead. It is essential that we know more
about it. ‘
It is foolish to suggest that We would be able to eliminate the
problem. However I do think that with a continuance of that strong
interdisciplinary co-operation that we have now we can all strive to achieve
a greater degree of success in our knowledge of the causes and probable
better methods of treatment of this problem — much the same as we have
already seen in the areas of drug abuse and sexual offenders.-
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I referred previously to the twin problem of the dangerous offender.
There are many offenders who pass through the courts charged with an
offence which per se discloses nothing of the potential dangerousness of
that person but from the facts disclosed therein one may deduce that such
a possibility is present.
We would all be familiar, I think, with the case of the snowdropper,
the man who comes before a court charged with larceny, the object of the
larceny being items of women’s underclothing stolen from clothes lines. The
charge larceny in itself discloses nothing of the fact of the very high
probability of this person being a sexual deviant.
Now take a charge of relatively minor importance such as using
unseemly words. Very often the words that are expressed by the charge to
be unseemly (they come within that deﬁnition by the statute, the Summary
Offences Act) are language that is very violent. The question I pose is: “Is
there any similar nexus, as in the example of the snowdropper, between the
language used and the probability of his being a potentially dangerous
man.”
This may seem to be a minor problem. The question of identifying
dangerousness has‘been for the most part confined to those cases where
persons have been convicted of the more serious cases of crimes of violence.
It seems to me however, that in many instances persons who later come
before the courts charged with one of these more serious offences have
probably been before a court at some previous time charged with one of
the lesser offences such as l have ﬂeetingly outlined, and there may have
been some means of recognising him as potentially dangerous, and acting
accordingly, if we had had the knowledge.
Within the summary court setting there are many similar cases that
would suggest the possibility of potential dangerousness in persons coming
before us and of urging psychiatrists to perhaps look at this question
further. I conclude by quoting the words of Charles E. Smith of the
Department of Psychiatry, University of North Carolina in an article on
‘,‘Recogni-sing and Sentencing the Exceptional and Dangerous Offender.” He
says, “It is apparent that while various disciplines may proceed from
different points of reference in the determination of dangerousness, each
ends up raising substantially the same issues, namely, concern with the
identiﬁcation of individuals demonstrating a dangerous state of mind —
individuals whose future behaviour is likely to be threatening by some
deﬁnable standard, and secondly, the imposition of control and correction
through some rehabilitative process.
The aim of the criminal law has always been in broad terms “the
protection of society.” I have attempted in this paper to ’show brieﬂy how
the achievement of this aim in summary courts can more easily be obtained
with the assistance that we who preside therein are given by good
psychiatric reporting. In concluding, I would urge on those responsible
consideration of the expansion of these services particularly in the area
outside the walls of the corrective system.
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Again let me remind you that this is not a criticism of the
psychiatrists but of the system. We have excellent co-operation with many
doctors and hospitals and with the community clinics. It is considered,
however, that there would be more uniformity, less waste of time and
effort and therefore greater efﬁciency and a more effective basis for the
operation of a social defence oriented policy by effectively streamlining the
system to a multi-disciplinary approach.
It is considered essential that a psychiatric and medical assessment
centre he established forthwith to meet present needs and that such a
centre be the ﬁrst of several regionally planned facilities. Dr 0. V. Briscoe,
who was well—known to many of us here tonight, as Senior Lecturer in
Forensic Psychiatry, Faculty of Law, University of Sydney, Consultant
Psychiatrist to the Department of the Attorney General and of Justice and
to the Prisons Department, foreshadowed the need for such a centre as long
ago as 1966. He, in fact, started a limited diagnostic and referral clinic at
the Law School. This service still functions albeit on a very limited scale
under the aegis of his successor, Dr W. E. Lucas, Senior Lecturer in
Forensic Psychiatry Sydney University. The Probation Service is permitted
to refer selected cases to Dr Lucas for assessment and referral to
appropriate treatment programmes. This has contributed greatly to the
effective management of many difﬁcult probation cases but Dr Lucas has
neither the time nor proper clinical facilities at his immediate disposal to
provide an adequate service for the courts and for Corrections, generally.
The proposed Centre should be staffed on a full-time basis by a fully
qualified psychiatrist plus several doctors who are undertaking the
post-graduate Diploma of Psychiatric. Medicine. Training in Forensic
Psychiatry must involve the student in clear understanding of the role and
function of the Court. Work at the Centre could be included as part of the
Diploma requirements for aspiring graduates in Forensic Psychiatry. Police
cadets, students at law and probation officers in training are required to
spend some time in observing procedures at the various courts. It can be
conﬁdently asserted that the courts would welcome the opportunity to
extend not only an invitation to the medical profession to observe their
functions but to involve themselves in lectures and/or seminars designed to
further the integration process.
Ancilliary staff should include a psychologist, psychiatric nurses and at
least one clerk/typist. Bed—care facilities should be included to meet the
need for detoxiﬁcation of drug- or alcohol—affected clients as well as for
those for whom immediate care might be required whilst committal to
suitable long—term treatment was arranged.
Referral to the Centre at the pre-sentence stage would primarily come
from judges and magistrates but provision should 'be made for the Public
Defender and other members of the legal profession to use the service,
particularly for offenders of limited financial means. The Centre could be
effectively used for offenders released on bail or remanded in custody.
Liaison with the Probation Service would ensure that a social history was
available to the assessment team before psychiatric examination, with the
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possible exception of the seriously disturbed person. Present prison medical
staff would be relieved of the burden of preparation of reports for the
courts. In the case of a person being deemed to require treatment, it would
be the responsibility of the psychiatrist in charge of the Centre to liaise
‘ . with the future treatment facility, thus providing a consistent ﬂow-on of
information and thereby obviating ‘the present duplication of effort,
particularly on the part of the Probation Service’ in those cases where an
offender is released under supervision of the Service.
Probation ofﬁcers frequently require considerable assistance in the
management of probationers and .offenders under supervision during lengthy
remand periods whose presenting problem appears to stem from some form
of mental disorder. It is imperative that diagnosis and treatment be
undertaken in the most straightforward and constructive manner possible. At
the present time, arranging consultation and/or treatment in such instances
presents many difficulties. Mrs I. Mamantoff, 'a psychologist employed by
the Department of Corrective Services, has rendered invaluable assistance
with psychometric testing and related assessment of probationers referred by
this Service. Continuity stops there, however, as there is no provision for
either the psychologist or the probation officer to refer disturbed individuals
to any psychiatrist, hospital or clinic for differential diagnosis and
treatment.
The foregoing proposal for the establishment of an assessment centre
for use by the courts and corrective services is commended to you for your
urgent examination, approval and implementation. Refinement of the ideas
concerning the final‘nature and operation of such Centre may well be
illuminated by evaluation by members of all of the disciplines involved and
it is hoped that critical examination will emanate from this seminar.
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PROBLEMS OF PSYCHIATRIC TREATMENT IN THE PRISON SETTING
Dr E. P. Houston, Superintendent,
Prison Medical Service, Long Bay.
At the present time in New South Wales, specialist services are
concentrated in or near the Long Bay Complex. Consequently, any of the
remarks which follow are based on our experience in that setting.
It is difﬁcult to talk of treatment without first making some reference
to the assessment of the individual. For my purposes, I have divided
individuals seen at Long .Bay into three groups, and refer to them as
remand cases, consultations, and treatment cases.
REMAND CASES
The vast majority of individuals on whom the Courts request a
psychiatric examination are remanded in custody to one or other custodial
institution, usually at Long Bay. Figures available over the past two years
indicate that, on an average, about fifty such individuals are remanded and
seen each month. Often the period of remand is relatively short and every
attempt is made to see these individuals as soon as possible after reception
into gaol so that the required reports can be prepared and typed to be at
Court on the appointed date. . '
Often the Consultants are at a disadvantage as they only have the
accused’s account of the alleged events and his antecedents. As well, in
some instances additional investigations would aid in diagnosis but the
shortness of the remand period does not allow for these to be done even if
the resources for the investigations were available and this applies
particularly to psychological services. Consequently, a somewhat less than
comprehensive assessment is provided for the Court.
at
It should also be pointed out that these reports are usually'based on
a brief, often less than one hour, contact between the Consultant and
patient.
CONSULTATIONS
The second group of patient/prisoners are referred to as consultations.
These individuals are referred from a variety of sources:
(a) By' the Courts —— Judges recommending that while an individual
is in custody, he should receive a psychiatric assessment and
treatment if necessary.
(b) By prison medical officers who-see individuals on sick parade.
(c) By Psychologists of the Department of Corrective Services who
detect some possible psychological abnormality in the individual
on the routine testing for classiﬁcation purposes.
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(d) By Prison Superintendents.
(e) By parole ofﬁcers and,
(0 By the Administration of the Department of Corrective Services.
Such consultations have been averaging in the vicinity of sixty (60) a
month over the past year. It is out of these consultations that the majority
of treatment cases are selected.
TREATMENT CASES
On an average, there are approximately fifty (50) patient visits per
month — some individuals being seen every two or three weeks, others
every two to three months.
POPULATION AT RISK
Excluding the treatment prisoners, it is estimated that at any one
time, there would be in the neighbourhood of nine hundred (900) to one
thousand (1,000) sentenced prisoners housed in one or other section of the
Long Bay Complex.
On a routine survey done not long ago, it was revealed that
approximately three hundred (300) individuals were being held at Long Bay
for psychiatric reasons — either awaiting assessment or under treatment.
This ﬁgure of 30% is in excess of what one would expect in the general
population but if we were to consider only those held for treatment, the
percentage Would be greatly reduced to somewhere near that of the general
population but still in excess of what would normally be expected.
There are a number of problems involved in psychiatric treatment in a
prison setting but I propose to touch only on what I feel are some of the
major problems involved.
Firstly, I would like to consider the situation of the availability of
trained staff.
For over the past year, there has existed, a vacancy for a full-time
psychiatrist within the Prison Medical Service. Fortunately, we have available
the services of six sessional consultants, one of whom started in the early
part of this year. Each Consultant attends on an average of four hours a
week so that there are approximately ninety-six (96) hours a month
available for patients. Referring to earlier figures of ﬁfty remand patients
and sixty consultation patients, it is not difficult to see that little time is
left available for treatment.
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NURSING STAFF
The prime criterion for nurses to be employed in the Prison Medical
Service is that they must be generally trained. Of the twenty-two nurses at
Long Bay, including nursing administration, only seven nurses are
psychiatrically trained and all of these are male nurses. Of these seven, one
is involved in nursing administration and the other works in the Operating
Theatre.
No psychologist is attached to the Prison Medical Service. For
psychological assessment the psychiatrist must rely on the psychologists
of
the Department of Corrective Services, who are primarily involved in the
administration of routine group tests for the purposes of classiﬁcation and
who have only limited experience in the ﬁeld of clinical psychology.
The second major problem that affects treatment in the p
rison is that
individuals under treatment are scattered throughout the
various wings in
the different sections at Long Bay. With such dispersion
of patients, it is
impossible to provide even the minimum of observation
and supervision by
the available psychiatric nurses. Again, the Consultants
have no information
available to them regarding the patient’s behaviour and
level of adjustment
between interviews and has to rely on the individual’s
account of what has
transpired. '
For the most part, treatment consists of review of
medication
(renewal oralteration), and superficial support. A real
problem could exist
regarding medication. It is the routine that patients a
re given medication
cards which contain their name, their prison numbe
r, the medication,
dosage, and the length of time the medication is to be
administered. Now
these cards serve two primary purposes — firstly, as
a passport from the
patient’s wing or occupation to the clinic where the
medications are
dispensed, and secondly, it allows the nurses to s
ee what medication the
individual is receiving. Problems may arise, as the patien
ts may not come at
all for their medications or only irregularly and it h
as occurred that
individuals have given their medication card to another pr
isoner who would
pick up and take the prescribed medications. Further
, even though the
nurses make every effort to be sure that the pati
ent does swallow his
medications, without the facilities for proper superv
ision and observation
some individuals do not swallow their medication and
there have been
instances where patients have regurgitated their tablets,
often for use in
bartering.
I think it only .fair to mention, however, that each C
onsultant does
carry some four or ﬁve patients for what could be
considered as more
intensive psychotherapy. This would make a tota
l of approximately
thirty-ﬁve patients. Because of the variety of factor
s, many of those who
would beneﬁt from treatment are not receiving it
and I am thinking
particularly of those individuals displaying the type of
personality disorder
which is considered amenable to treatment. Often it is
such a disorder that
has led the individual to the offence which has brough
t him to gaol. Being
unable to offer these individuals any meaningful psychi
atric treatment, they
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are dispersed throughout the system to finish their sentences, to be released,
and, unfortunately, often to return again through the same personality
defects which led to their earlier admission.
Having in mind the problems associated with lack of facilities in
which to observe individuals with psychological disorders, for some time the
possibility of establishing a psychiatric. treatment unit at Long Bay has been
considered. Thoughts ﬁrst turned in this direction when plans were made to
move the female prisoners from Long Bay to Silverwater. In late 1970/early
1971, I was involved in preparing a feasible study and submitting a
proposed treatment programme which involved the use of some one
hundred units in the vacated reforrnatory. Some months later, the space to
be made available was reduced to twenty beds in a shift of emphasis from
a' combined observation/treatment/assessment unit, to that of merely an
observation/assessment unit. At the present time, I am unfortunately unable
to report that any progress has been made on the establishment of that
particular unit at Long Bay.
I should digress for a moment at this point, to put forth some of my
own ideas regarding the situation of such a unit. Whether or not a
psychiatric treatment unit should be established within a prison has been
argued from both sides. Certainly there should be some area set aside for
the immediate observation, management and treatment of acute cases until
they settle or until other arrangements can be .made for their further
treatment. Currently, acutely disturbed psychotic patients are transferred
either to Callan Park or Morisset on a Schedule 3.
But there is a .large group of patients who would beneﬁt from some
therapeutic techniques who do not qualify under the appropriate section of
the Mental Health Act and for whom some provision should be made. Some
of these would only require a relatively short stay in a treatment centre but
others would require prolonged treatment.
Apart from the physical and psychological methods of treatment
currently in vogue, of significant importance is the environment in which
such treatment is carried out, and when considering environment one must
look at all aspects including the personnel working in that environment.
Notwithstanding the current corrective and rehabilitative philosophy
which guides the administration of the Department of Corrective Services,
the staff in actual charge of the prisoners are far from “filled with the milk
of human kindness” towards their charges. I fear that the majority still see
their role as purely custodial, all other approaches to the prisoner being left
in the hands of the interfering do—gooders — “and serve them right if they
get sucked in.”
This does not mean that no effort is being made to change present
attitudes and encourage a more positive approach to prisoners. But there is
a big gap between what is being preached in the classroom and what is
being practised inside the walls.
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Because of what I feel to be the prevailing negative attitude towards
prisoners, which is even more destructive to those with psychologica
l
problems, I feel that any treatment centre should be entirely separate fr
om
any custodial establishment. This is not to say that such a treatment centre
, should not provide security, as I am fully aware of the responsibility that
is
due to society. What I am saying is that, given adequate physical security,
there is no reason why such an institution cannot be operated as a pure
ly
medical model with trained nursing staff and without any need for'custodial
staff. '
Unless new provisions are included in the Mental Health Act to allow
for that group of patients to whom I have already referred, such
an
institution I feel, should be provided for by the Department of Co
rrective
Services. Perhaps the onus to provide a maximum security psychi
atric
hospital should rest with the Department of Corrective Services rather
than
the Department of Health, allowing for closure of those sections at
Morisset
and Callan Park to which prisoners under detention are currently admi
tted
and converting these areas for other services which would be of m
ore
beneﬁt to the community as a whole or for specialized centres suc
h as for
the treatment of alcoholics and drug dependent individuals.
1 have already indicated that some problems in treatment can be
associated with shortage of staff and the lack of appropriate facilities in
which a proper treatment programme can be organised. However, there are
other facts of life that exist within a prison setting that l feel tend to
mitigate against treatment. \
One of the major problems that any prisoner has to overcom
e is that
of boredom. By and large, a prisoner spends an average of a
pproximately
eighteen hours a day in his cell either alone or shared with one
or more
fellow prisoners. Hopefully, about half of this time is spent slee
ping. But
what of the remaining hours? 1 would suggest that the average p
erson, be
he crim or otherwise, would soon tire of endless card games,
reading, or
even being occupied doing correspondence courses. I would th
ink that the
majority indulge in the unhealthy past-time of ruminating
about their
situations, building up resentment (justiﬁed or not) regarding
the system
which brought them to gaol and keeps them there or alterna
tively involving
themselves in the equally unhealthy past-time of swapping “trade secrets,”
boasting of past escapes or the planning of future oneswith t
heir mates —
should they be fortunate enough to strike a cell-mate who is co
mpatible.
And what of the time spent out of cells? Some prisoners appear to be
meaningfully employed in the limited industries that are available. But wha
t
of the sweepers — the lottery ticket folders? And what of those on reman
d
or appeal? Much has been said of an individual’s right to work. Shoul
d
prisoners be deprived of the right to meaningful employment while i
n
custody?
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And surely, if prisoners are employed, they should be able to expect
reasonable rewards for their efforts. The most well-intentioned prisoner,
often with a wife and family to support, is not exactly encouraged by the
prospect of being released at the end of a two year sentence with $100
with which to attempt to establish himself as a useful member of the
community.
Another factor which in my mind tends to detract from the efﬁcacy
of any treatment programme which is attempted is a process that I have
described by the words “dehumanization” and “depersonalization.” This
process begins on admission to gaol through the numbering process,
provision of a uniform and the deprivation of personal items. Although it is
agreed that a degree of orderliness and regirnentation is required as part of
the particular institutions, does it have to be to this degree?
My experience in a maximum security hospital of three hundred
patients in Canada showed that by allowing and encouraging individuals to
wear their own clothes and to retain certain personal articles in their
possession their attitudes and behaviour, showed marked improvement. They
retained something of themselves and felt more human. As a speciﬁc
example of a change in behaviour. I would cite the situation where, as may
be expected in any all-male enviromnent where individuals are living in close
contact, there were frequent reports of overt homosexual behaviour. We did
not adopt a particularly moralistic attitude towards this behaviour and it
was accepted as part of institutional behaviour. However, it was felt that
this was not necessarily'a healthy form of sexual expression. There had
been restrictions placed on reading material and the type of magazines that
came into the hospital but it_was found that by allowing any of the
patients who so desired to have pin-ups in their room, there was a marked
decrease in the reported incidence of homosexual behaviour.
I have previously referred to the atmosphere and environment in the
prison situation, and just before closing, I would like to make one or two
small .points.
There is no doubt that one of the functions of prison staff is to
provide for the custody and security of individuals given into their care.
And there is no doubt that this is the optimum that may be provided in
many cases, but is this the end? I should like to think not.
But just how is the staff trained for their jobs and on what particular
aspects of their jobs is the emphasis placed?
Some staff have brief exposure to the theoretical aspects of
interpersonal relationships in the classroom but the custodial expectations of
their senior staff in the work situation mitigates against the application of
any of these principles. The rule is still written that “no officer is to gossip
with a prisoner.” In such an atmosphere, how can the prisoner expect that
he and his particular problems have an opportunity of being understood.
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Finally, I think one must say a very brief word about the attitudes of
the prisoner/patient. Prisoners simply do not trust the staff and often they
see even the medical and nursing staff simply as extensions of the system
that is designed to punish them. They often feel that anything they say will
be used against them and are, naturally enough, reluctant to be entirely
truthful. Nor do they trust each other, mitigating against any meaningful
group psychotherapy. No-one is likely to disclose highly personal material
and personal weaknesses if he suspects that such information will be spread
through the entire gaol within twenty-four hours.
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PROVISION OF PSYCHIATRIC SERVICES IN THE PENAL SYSTEM
Dr W. Barclay
Firstly, it is necessary to make a few comments about the way in
which the provisions of the Mental Health Act effect the provision of
psychiatric services to the prison system. The principal problem arises with
those people who are found to be not guilty on the grounds of mental
illness and are detained in a mental hospital during the Governor’s Pleasure.
The majority of these people are schizophrenic. There is no known cure for
schiZophrenia. After a period of time the ﬂorid, psychotic symptoms may
have disappeared, but in nearly all cases it is possible to detect by assiduous
questioning, evidence of the schizophrenic process, perhaps even of lingering
delusions related to the offence. One is never able to say in the strict sense
that these persons are not mentally ill. In some of these cases the individual
may have committed a crime which would have drawn comparatively short
,sentence, but finds himself detained in a mental hospital for a very much
longer period than his sentence would have been, because it is impossible
for us to certify that he is not mentally ill. A similar problem arises with
respect to the mentally retarded whose basic defect cannot be cured.
An example of this problem is the case of a man who was charged
with seven offences of maliciously forwarding letters threatening to kill (he
believed — wrongly — that two of his drinking companions were poisoning
his beer). ‘
After nearly three years confinement, his psychosis had all but
disappeared and he remained well without medication. There was, however,
quite ample evidence of his schizophrenic thought disorder. Despite this he
had worked with' freedom within the grounds of the hospital and had
caused no problems at all.
We could not, however, certify that he was not mentally ill.
In this case We utilized for the first time, as far as I know, the
provision of Section 29 of the Act which allows the Governor to liberate
the person under detention custody on such terms and conditions as the
Governor may think ﬁt. In this action we are, of course, setting up the
Director of State Psychiatric Services and his advisors as a type of parole
board.
A related problem is that of the person suffering from a serious
personality disorder. In these cases it is largely a matter of opinion as
between psychiatrists whether the particular individual is mentally ill or not,
although both would agree that he suffers from a serious disorder of
personality. The psychiatrist is not offered any guidance in this matter by
the Mental Health Act, since the deﬁnition of mentally ill in that Act is an
obscure and somewhat circular one. In many of these cases it is in the
person’s own interests that he not be caught up in the machinery of the
Mental Health Act, but rather that he should receive such psychiatric
treatment as he requires within the prison system.  
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This is not to suggest that the person who has committed a crime of
a very seriousgaturundjseither suffering from schizophrenia or mental
retardationishould not be cared for in a secure mental hospital. I believe
that transfer to a mental hospital is both humane and appropriate in these
circumstances,‘ having regard to the long period of conﬁnement which will
be required. However, where the crime is of a less serious nature, I believe
that it is in the individual’s interest for him to receive the appropriate
sentence for his offence and receive such psychiatric treatment as he
requires within the prison system. This is particularly true with respect to
the person who is suffering from personality disorder. As far as one can
see, psychiatry has relatively little to offer by the treatment of personality
disorder in psychiatric hospitals. Most of these peOple respond better to the
humane, but disciplined and controlled, environment which can be achieved
in the prison setting.
Within the prison setting the persons requiring psychiatric involvement
sort themselves into three main groups:
1. Those who have committed an offence largely as a result of
being mentally ill.
2. Those who manifest psychiatric symptoms as a reaction to being
confined in prison.
3. Those who have committed an offence which is thought to be
associated with psychological disorder.
For the second group, the group who react adversely to prison, I
consider that they should, as far as possible, receive their psychiatric care
within an appropriately established and staffed psychiatric treatment unit
within the prison system. Their illness is frequently of a ﬂorid, psychotic
nature which responds quickly to pharmacological treatment and in much
the same way as military psychiatry has minimized prolonged disability by
early front-line treatment of stress reactions, so do I believe that similar
principles should apply to stress reactions in the prison situation. '
It is also ~undesirable that those who act out by self-mutilation,
swallowing foreign objects or by feigning mental disorder should be
permitted an easy ride out of the prison situation to a mental hospital on
the basis that they require psychiatric assessment or treatment. While the
provision of a psychiatric service within the prison system will not entirely
avoid such behaviour, it will, I believe, minimize it and make it less
attractive. '
Related to this problem is the need for a psychiatrically oriented
observation section to which those who are suspected of being mentally ill
can be easily removed and assessed in a setting which promotes free
communication between the person being observed and the assessor. It is a
fantasy of the entertainment world that psychiatrists can read minds. I
sometimes suspect, however, that the speed with which psychiatrists are
asked to assess patients (and I might add the speed with which some of  
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them do assess patients) suggests that this fantasy is shared by others. A
period of observation by a skilled observer, (say, a psychiatric nurse or
psychologist) is often far more revealing than a “one shot” psychiatric
interview.
Another important area of providing service to'the prison system is to
meet the needs of that system for diagnosis and assessment of prisoners in
whom some psychiatric disorder is suspected as a contributing factor to
their criminal behaviour. The majority of these cases are not suffering from
mental illness although it is easy to describe quite disturbed psychological
mechanisms in themselves and their family background. In these cases it is
important that there be, more or less, immediately available to the courts
and to the prison system, a psychiatric assessment service. In many cases
the assessment is relatively simple but in some cases a reasonable period of
observation in_a psychiatrically oriented setting with adequate opportunity
to observe the patient’s behaviour, is required to make an accurate
assessment. This is an additional reason why a psychiatric observation and
assessment centre is required within the prison setting. I also believe that
we could enhance substantially our service to the courts if there were set
up in association with the court, rather than with the prison, a psychiatric
assessment unit.
I have in mind the service available to the Family Court in New York
City where the assessment team -— social ‘workers, probation staff,
psychologists and consultant psychiatrists are located in the court building
so that the process of assessment can begin 'at the earliest possible moment
in the proceedings. Perhaps more important than the early start, is the
personal communication which can develop between the bench and the
psychiatric assessors which leads eventually to a greater understanding on
both sides and sometimes to a more effective utilization of the resources
available as more discriminating referrals and assessments are made.
This is not dissimilar to our service to the Juvenile Courts in this city,
but I suspect the system could have wider application. In all cases where it
is required, psychiatric assessment could be initiated earlier in the
proceedings and in many cases it might be possible to assess the individual
virtually as an “outpatient” without the need to hold him in custody.
There is, of course, the vexed question of the extent to which
psychiatrists and their related staff should be involved in attempts to
modify the behaviour of criminals whilst in prison (vide the ﬁlm “A
Clockwork Orange”). It is not my 'View that all criminal behaviour is
amenable to psychiatric treatment. It is one thing to be able to provide a
psychological explanation of behaviour and to understand its antecedents,
but it is quite another thing to be able to use that information to modify
behaviour. There are, however, contributions which psychiatrists and related
professionals can make to the understanding and modiﬁcation of aggressive
and violent and criminal behaviour which might, in appropriate
circumstances, assist particular individuals towards greater maturity and
enhance the corrective procedures of the prison. It is also possible that the
psychiatrists can contribute to the staff an enchanced understanding of
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prison behaviour, 3 reduction in anxiety, and can increase the ability and
conﬁdence of prison staff to handle those entrusted to their care. There is,
I think, a great deal to be gained for both services by a process of
interaction between prison ofﬁcers and experienced and trained psychiatric
staff, including nurses. This, to my mind, is a further reason why there
should be, within a prison system, an adequately staff psychiatric unit with
which there is a free exchange of information and expertise between it and
the prison system. 1 am not so foolish as to suggest that at the present
time we have the experience or the skill to make a major or revolutionary
contribution towards the prison system, but 1 do believe that we must
provide an appropriate opportunity for dialogue and interchange to occur so
that we can at least explore the issues involved.
Presumably both the psychiatric care system and the corrective system
are in the same business of seeking to modify human behaviour. There are
to my mind many parallels between the present prison situation and the
situation in which mental hospitals found themselves ten years ago in this
State.
There are also parallels between the clients we serve. It would be
worth while to examine — and doubtless the Bureau of Crime Statistics will
examine — the previous psychiatric background of the prison population.
Both groups of clients share a common ground of disturbed anti-social
behaviour and of conﬂict with their families and with society. Both systems
share the conflict of their custodial and corrective (we call it therapeutic)
roles.
The mental hospitals in their process of change over the last decade
have experienced the travail of these conflicts. We are more than conscious
of the difﬁculties of changing staff attitudes from a rigid authoritarian
approach, which engenders the institutional syndrome (in staff and clients),
towards a'more ﬂexible system with free communication between clients
and staff.
We are aware of the conﬂict which arises between the older culture
carriers .of an institutional system and the new reformers. A great deal of
anxiety is generated by change, particularly when that change is from a
relatively rigid, disciplined system towards what is seen as a radical
permissive system with a breakdown, as it is perceived, in the authority of
staff to control their clients.
What is remarkable, of course, is that one’s worst fears are never
actually realised. Indeed our mental hospital experience suggests that
— freeing the lines of communication
— spreading power downwards, and
—- setting a level of high expectancy for responsible behaviour,
actually increases control and diminishes acting out behaviour rather than
the reverse.
Hopefully an adequately staffed and sufficiently skilled psychiatric
service within the prison system could contribute this accummulated
experience to the process of change within that system.
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One would also have to consider seriously whether the prison system
would not be betterserved by having its own psychiatric service rather than
one staffed by the Health Department — or, as it will be soon, the Health
~ Commission. While this would create its own problems, people being what
they are, a prisOn system might feel more able to tolerate as assistant
agents of change ’people whom they saw to be one of “them” rather than
one of “they”.
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